Motor Vehicle Accident
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Patient

Name:

Social Security Number

Date of Accident

Type of Injury/Body Part

When was the last time you were treated for this injury?
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Motor Vehicle Insurance Company

Name

Address

Phone Number

Policy Number

Claim Number

AN g P AL SN AL EE SN 4N SN SN EN BN BN Er BN BN Er EF Wr B W -m y— <N ML SN Em o Em Em
. LM im EM B BN am mr oEm mr s ve rF = N BN BN B Em o Em mr e b TP R MR o o oEr W w mr rw BRORS - R R oRE oo oemom R o
am mm Em mm EE N Er Em mm Er E Em Em N BN Em mr vy — B EL SN BN EE Er EE B e 7— — — - L m Em Em Em o m TE W o wh ok M o oo o= T

Policy Holder

Name

Address
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Please provide a copy of your health insurance carrier, i.e. Blue Shield Preferred Care, etc.,
identification card. Charges not covered by the responsible motor vehicle insurer will be billed to your
health insurance carrier.

_—

Signature Date



NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
(Assignment of Benefits Form)

for accidents occurring on or after 3/1/02

Claim Numbet:

I, | , (Assignor) hereby assign to | (Assignee)
(Print patient’s name) (Provider’s name)

all rights privileges and remedies to payment for health care services provided by assignee to which | am
entitled under Article 51 (the No-Fault statue) of the Insurance Law. ’

The Assignee hereby certifies that they have not received any payment from or on behalf of the Assignor and
shall not peruse payment directly from the Assignor for services provided by said Assignee for injuries
sustained due to the motor vehicle aceident which occuried on ~, hot withstanding
any other agreement to the contrary. (Date of accident) -

This agreement may be revoked by the Assignee when benefits are not payable based upon the Assignor’s lack
of coverage and/or violation of a policy condition due to the actions or conduct of the Assignor.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES AN
APPLICATUION FOR COMMERICAL ISNURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERICAL OR PERSONAL INSURACE
'BENIFITS CONTAINING ANY MATERALY FALSE INFORMATION, OR CONCEALS FOR THR PURPOSE OF MISLEADING, INFORMATION
CONCERNING ANY FACE MATERIAL THERETO, AND ANY PERSON WHO, IN CONNECTION WITH SUCH APPLICATION OR CLAIM,
KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS, SOLICTS OR CONSPIRES WIIK ANOTHER TO MAKE A FALSE REFORT OD THE
THEFT, DESTRUCTION, DAMAGE OR CONVERSION OF ANY MOTOR VEICHLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT
OF MOTOR VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, SHALL SLAO BE

SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF THE SUBJECT MOTOR VERILCE OR
STATED CLAIM FOR EACH VIOLATION. |

(Print name of Patient) | o (Signature of Patient)
(Date of Signature)
(Address)
~ (Print name of Provider) | | - (Signature of Provider)
(Date of Signature)
(Address)

NYS FORM NE-AOB (REV1/2004)



